The clinical manifestations of the SchonleinHenoch syndrome as described in articles by Gairdner (1948) , Davis (1948) and other writers, are a typical exanthem, colic, haematuria, articular and periarticular swellings, and a liability to develop nephritis. Gairdner drew attention to the possible relationship between this syndrome, acute nephritis, rheumatic fever and polyarteritis nodosa.
It is proposed to record 35 cases occurring in children between 4 and 13 years old who have been in-patients at Alder Hey Children's Hospital, Liverpool. For convenience these 35 cases will be considered in two groups: Group A, comprising 14 cases admitted between 1944 and 1947, and Group B, comprising 21 cases admitted between 1948 and the end of 1950. Those in the second group were more extensively investigated and their progress has been closely followed.
In addition, it is proposed to describe four atypical cases which have features in common with the syndrome and also appear to be diseases of the collagen system.
Clinial Manifestations of the Typical Cases
At the time of admission to hospital the typical exanthem was present in 11 of the 14 earlier cases: in the remaining three abdominal colic was the initial symptom and the rash appeared from one to 21 days later. Of the 21 cases in Group B the rash was present at the onset in 20 and occurred subsequently in the other case. Of the total 35 cases in both groups, 19 patients had complained of a sore throat before admission to hospital and one child had had ulcerative stomatitis. Twenty-six children had abdominal colic; all had anorexia and were drowsy or listless. Blood was passed per rectum in 11 cases, and in one of these an acute abdominal condition had been diagnosed on admission and laparotomy performed. Amongst the earlier cases (Group A) only three had joint manifestations, whereas of the 21 more recent cases (Group B) 17 had pain and swelling around joints, the ankles, knees and wrists being most commonly affected. A puffy swetling of the backs of the hands was frequently observed.
The rash in all cases was distributed over the extensor surfaces of the elbows, the dorsa of the feet and ankles and on the buttocks. Red macules appeared early varying in size and frequently tending to spread: they later became darker in colour, almost semi-necrotic, and eventually faded leaving brown staining which was visible for many days, especially on the front of the ankles. In more than half of the recent cases a small, raised, white patch was noticed on the prominent upper part of the antihelix (Fig. 1) When evidence of a throat infection was present, or when haemolytic streptococci were isolated from the throat swabs, courses of systemic penicillin were given. Three patients, in whom the syndrome recurred more than once and was associated with haemolytic streptococci in the throat swabs, were submitted to tonsillectomy. Two of these children had no further attacks of the syndrome after this operation.
Certain anti-histamine drugs (benadryl, antistin, anthisan, phenergan and thephorin) were used, variously, in 18 of the 21 cases in Group B without benefit.
Prgosis
Of the 21 cases which have occurred since 1948 (Group B) all are alive and appear well. Recurrences have, however, been frequent and one child has had five within two years. Albuminuria has been the commonest sequel. This has occurred in three cases since other manifestations ceased. One child had albuminuria for 18 months after the onset of the condition but subsequently her urine has remained clear: at no time has there been a rise in blood pressure or nitrogen retention. None of these children has developed clinical evidence of carditis or any change in the electrocardiogram.
Four Atypial Cases All of the 35 cases described above conformed to a similar pattern and were of a comparatively mild nature. The Schonlein-Henoch syndrome has, however, been described as one of a 'family of diseases', another member of the family being polyarteritis nodosa. Harkavy (.1950 There was a history of a morbilliform rash two months previously and he had also had attacks of asthma and bronchitis. The onset of the exanthem was accompanied by prostration, swelling of the wrists and knees, haematuria and severe colic with blood-stained diarrhoea. The skin over the sacrum became gangrenous (Fig. 2) This child presented as a severe case of the Schonlein-Henoch syndrome, but, as shown in Figs. 3 and 4 , vascular involvement indicates a relationship to polyarteritis nodosa. Werlhof's purpura haemorrhagica has been excluded by a normal blood platelet count. This case resembles two of the three cases described by Sheldon (1947) group.bmj.com on October 20, 2017 -Published by http://adc.bmj.com/ Downloaded from recanalization (Fig. 5) , together with cellular infiltration of the vessel walls.
The urine was consistently normal and there was no clinical or electrocardiographic evidence of carditis.
This child showed an extensive collagen involvement and the histological evidence supports the theory that disseminated lupus erythematosus and polyarteritis nodosa may co-exist. A similar case has been described in the ' Case Records of the Massachusetts General Hospital' (Mallory, 1938) and this relationship has also been stressed by other writers, including Banks (1941) , Krupp (1943) and Harkavy (1950 
